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WHY WE OPPOSE
AN ASSISTED SUICIDE LAW
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LOGICAL EXTENSIONS AND EXPANSIONS
The claim to a right to assisted suicide raises many questions, not the least of which is this: if there
is a “right to assisted suicide,” why would such a right be restricted only to those in the throes of
terminal illness? What about the elderly person suffering a slow but non-terminal decline? What
about the adolescent or young adult in the throes of depres-sion, demoralization, or despair? What
about the middle-aged man who is alone and simply tired of life? While laws may initially erect
fences around the practice of assisted suicide—having six months to live, being over the age of 18,
having mental capacity, etc.—these “safeguards” will eventually be unmasked as arbitrary. Legal
challenges through the courts will chip away at such restrictions, once the basic “right” to assisted
suicide is en-shrined in the law.
That these restrictions will eventually be abandoned has been illustrated by the situation with
assisted suicide in Belgium and the Netherlands: to cite just a few examples, in Belgium assisted
suicide has been granted to a man with “untreatable depression” and to a prisoner suffering

“psychological anguish”. In the Netherlands, similar cases have unfold-ed on a nationwide basis,
in changes over the four decades since assisted suicide was first legally tolerated. Recently, for
example, assisted suicide was granted to a woman in the Netherlands because she did not want
to live in a nursing home. These countries show that the slippery slope is not just a practical one,
it is a logical one: such inevitable expansions are built into the very principles by which assisted
suicide is legally justified from the outset. Quality end-of-life care is not enhanced in countries
where assisted sui-cide has been legalized; instead, vulnerable populations have been placed at
risk.

RESEARCH ON SUICIDE
Psychiatrists see patients every day who demonstrate suicidal thinking and behavior, people whose
life stories are every bit as heartbreaking as Ms. Maynard’s, and whose “reasons” for suicide may
seem every bit as compelling. And yet medical professionals are duty-bound to intervene on their
behalf, to take measures to prevent such persons from taking their own lives. The legalization of
assisted suicide can only undermine these ef-forts at suicide prevention.
The recent debates on assisted suicide have largely ignored what research in psychiatry and the
social sciences has demonstrated about suicide itself. It is important for us to appreciate what
motivates suicidal behavior, which individuals are at risk for suicide, and how suicide risk can be
lowered. We know, for example, that suicide is typically an impulsive and ambivalent act. The
number-one suicide “hot spot” in the world is the Golden Gate Bridge in San Francisco, where 1400
people have died; only a handful have survived the jump. A journalist tracked down the survivors
and asked them what was going through their mind in the four seconds between jumping off the
Golden Gate Bridge and hitting the water. Every one of them responded that they regretted the
decision to jump, with one saying, “I realized that all the problems in my life that I thought were
unsolvable were actually solvable—except for having just jumped.”
This ambivalence comes from the fact that suicidal individuals typically do not want to die; they
want to escape what they perceive as intolerable suffering—either present or an-ticipated. When
comfort, relief, or other services are offered, such as more adequate treatment for depression,
better pain management, more comprehensive palliative care, or counseling leading to the
resolution of other issues such as family problems, the desire for suicide wanes. An example is
Michael Freeland, an Oregonian with a 40-year docu-mented history of severe depression, who
received a prescription for a lethal drug in Ore-gon. After receiving adequate psychiatric care, pain
management, and social support, his desire for death vanished and he lived for two more years
until his natural death from cancer.1

SOCIAL EFFECTS OF SUICIDAL BEHAVIOR
We also know that there is a “social contagion” aspect to suicide, which leads to copycat suicides—
particularly for well-publicized cases where the person’s death is portrayed by the media with
romanticized overtones.2 Some have called Brittany Maynard’s death “courageous” and “inspiring.”
We worry that her death will indeed “inspire” other vulnera-ble individuals—particularly the
young—to follow her example, as research on suicide consistently shows. One may wish that hers
was an entirely private decision and private action, but research on suicide suggests otherwise:
her well-publicized decision will have an affect on what others in dire circumstances decide to
do. Given what we know about suicide’s social effects, and given the media portrayal around her
death, we anticipate that her decision will influence other vulnerable individuals to likewise take
their own lives.
For the full case history, see:
http://www.pccef.org/articles/art32HouseOfLords.htm
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For a systematic review of 56 studies on this topic, see: Sisask M, Värnik A., Int J,
Media roles in suicide prevention: a systematic review. Environ Res Public Health. 2012
Jan;9(1):123-38.
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Suicide rates constitute a public health crisis: suicide is currently the 2nd leading cause of death
among adolescents and young adults (behind motor vehicle accidents) and the 11th leading cause
of death overall in the U.S. Not all suicides can be prevented, but many can, and our collective
efforts at suicide risk reduction have the capacity to save many lives. Studies show that when
we intervene during a crisis—for example, during the months of difficult adjustment after a new
diagnosis of a serious or terminal disease—we can substantially lower the person’s risk of suicide.
Studies of those who survive suicide attempts dispel the myth that suicide prevention is useless
because suicidal individuals will eventually commit suicide anyway. On the contrary, research
demonstrates that those who survive suicide attempts are later grateful that physicians or others
intervened to protect them, even if during the crisis they did not want intervention.3 We know that
suicide completion requires not just intent (which typically waxes and wanes over time) but also

easy access to means. Increasing access to suicidal means by allowing doctors to prescribe deadly
drugs will worsen the current health crisis of suicide.
The practice of assisted suicide—by whatever name one calls it—sends a message that some lives
are not worth living. The law is a teacher: if assisted suicide is legalized, this message will be
heard by everyone who is afflicted by suicidal thoughts or tendencies, and especially by the young.
Assisted suicide will thereby undermine our collective efforts to save the lives of those trapped
in the throes of demoralization and despair. These at-risk individuals need real compassion and
hope. When death becomes inevitable, they need good palliative care at the end of life.

PROBLEMS WITH OREGON LAW
Compassion and Choices plans to model a California law permitting assisted suicide on the current
law in Oregon. There are several serious problems with this law, in addition to the problems in
principle outlined above. We know that the vast majority of suicides are associated with clinical
depression or other treatable mental disorders; yet alarmingly, less than 6% of the 752 individuals
who have reportedly died by assisted suicide under Oregon’s law were referred for psychiatric
evaluation prior to their death. Based on what we know about suicide risk factors, this constitutes
gross medical negligence. Furthermore, the fact that no witnesses are required at the death invites
abuse.
The reporting structure for gathering statistics on assisted suicide in the Oregon law is grossly
inadequate, as it relies on self-reporting of the physicians who write the deadly prescriptions. Such
reports are required on paper, but there are no penalties for failing to report. If the public health
department wanted accurate numbers here, the appropriate strategy would include penalty-linked
mandatory reporting from the doctors who write the prescription as well as the pharmacists who
fill the prescription. Furthermore, there are other gaps in the data as it is not clear how many of the
patients who receive the deadly prescription actually take the drug. Complicating matters even
further, in a gross abuse of medical and public health transparency, the Oregon and Washington
laws re-quire in effect that the death certificate be falsified in cases of assisted suicide: the cause of
3
Eagles JM1, Carson DP, Begg A, Naji SA. British Journal Psychiatry. Suicide prevention:
a study of patients’ views. 2003 Mar;182:261-5.

death is to be listed as the medical illness, even though the death was actually caused by the lethal
drug, even by patients as-yet asymptomatic. Such a practice is unheard of and found nowhere else
in medicine. This is an example of the abuse of language required to mask what really happens
with assisted suicide.

PALLIATIVE CARE ALTERNATIVES
Medical ethics, going back to the Hippocratic Oath, has long understood that there is an important
distinction between actively killing a patient by giving a deadly drug, and allowing natural death
by foregoing futile or excessively burdensome treatments at the end of life. That medicine often
provides the technological ability to extend life does not mean that patients need to pursue such
life-extending treatments at all costs. The rise of palliative care as a distinct medical discipline,
as well as the hospice movement, have provided a necessary corrective, and have advanced the
practice of compassionate, hu-mane care at the end of life. With good palliative care, patients
need not spend their last days in intolerable pain. In the rare cases when pain is more difficult to
control, a legal alternative in all 50 states that doesn’t have the significant dangers of legalizing
assisted suicide is palliative sedation, wherein the patient is sedated to the point at which the
dis-comfort is relieved while the dying process takes place peacefully.4 Thus, today there is a legal
solution to any remaining painful and uncomfortable deaths—one that does not raise the very
serious difficulties of legalizing assisted suicide. Physicians have a duty to dispensing any means
that are necessary to alleviate person’s suffering (rather than dis-pensing with the person who
is suffering, which constitutes abandonment), and to safe-guard human life, especially life of the
most vulnerable. For the medical profession, as-sisted suicide inherently conflicts with the tasks
of the physician: to heal when possible, to comfort always, and never to intentionally harm.
The language of “choice” in this debate frequently misses the mark: introducing assisted suicide
as a legitimate and available end-of-life option will actually have the effect of reducing patients’
choices and autonomy.

Subtle social pressures, and not-so-subtle eco-nomic pressures, are

inevitably brought to bear on such decisions. This danger is particu-larly acute for marginalized or

vulnerable populations, such as those with disabilities who may be perceived as socially “useless”
by a crass utilitarian calculus, or economically dis-advantaged individuals with fewer medical care
resources or options. Autonomy will be reduced, not enhanced, by introducing assisted suicide.

MANIPULATION OF LANGUAGE
Finally, among the more troubling recent developments in the assisted-suicide debates are the
efforts on the part of advocates to redefine suicide. The euphemistically renamed Compassion and
Choices (formerly the Hemlock Society) claims that “physician aid in dying” is not really suicide,
simply because the means employed—taking a deadly drug—are nonviolent and “peaceful.” By this
absurd logic, the tens of thousands of individuals in the U.S. who commit suicide by less violent
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The primary intent of such intervention is to provide pain relief but not to hasten death or
relieve the person from the burden of consciousness. This can also allow physician time to
reassess the person’s pain control needs. In this scenario, the terminally ill sedated person
may later be with-drawn from the sedatives and brought back to consciousness, with his or
her pain under control.

means—drug overdose, carbon monoxide poison-ing, etc.—should likewise not be considered
suicides. But this is plainly ludicrous, and this Orwellian attempt to manipulate language is
irresponsible and deceptive. The definition of suicide is clear, and it does not depend on which
particular means are employed. We need to begin by being honest about what is at stake and clear
about what is being debated: “physician aid in dying” is assisted suicide.

